Naval Hospital Oak Harbor Prime Health Center
Pre-Adolescent (10yr-12yr) Well Child Visit
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Pre-Adolescent (10yr-12yr) Well Child Visit
Parent Questionnaire

How often does your child brush his/her teeth?
How often does your child see the dentist?
Do you provide your child healthy food choices and nutritious snacks?
Does your child have any sleep problems?
Do you try to regulate your child’s television-watching (time, content)?
Does your child have any responsibilities at home (chores)?
Are there any smokers in the household?
Does your child play with matches, candles, lighters, or fireworks?
Is there is a gun in the home?
. Does your home have working smoke detectors?
. Is your child allowed to play near water unsupervised?
Does your child wear a life jacket when in a boat?
Does your child wear a bicycle helmet when riding a bicycle, scooter, or skateboard?
Do you ever seat your child in front of a passenger air bag?
Does your child wear a seat belt in the car?
Do you live or work on a farm?
Do you help your child with his/her homework?
Have you talked to your child about puberty/sexuality?
Have you talked to your child about tobacco, alcohol, and drugs?
Do you fear for the safety of yourself or members of your family?

What questions do you have for your child’s provider today?
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